THE compound composite odontome is undoubtedly one of the rarest types of odontomata, though, in the aggregate, a considerable number have been recorded while other cases occur which are not published. It is highly desirable that the rare varieties of odontomata should be placed on record, for only in this way can we collect sufficient data to enable us to work out thoroughly their evolution and pathology.
Ca8e I.-The first case occurred in a boy of nearly 15, whom I saw in December, 1927 . There was a hard, irregular swelling about the size of a filbert nut between the right upper canine and second premolar. The first premolar was present but displaced lingually and rotated. The swelling was painless; the gum over it normal and freely movable. I was unable to obtain any satisfactory history of the duration of the swelling. In spite of its size neither the boy nor his mother could say anything more than that it had been present some considerable time, and so far as I could gather no alteration in size had been noticed. The mother assured me that the boy had possessed a normal deciduous dentition. The boy brought with him a radiograph taken by Miss Allen (fig. 1 ). This showed an irregular, conglomerate mass of calcified tissue between the canine and second premolar. The diagnosis lay between a compound composite odontome and a complex composite odontome, for I could not be certain from the film whether the mass was fused, or consisted of separate denticles, though I suspected the latter. I arranged for the boy to be admitted under -my care at the Middlesex Hospital, and under a general anasthetic I operated on him in January, 1928. On reflecting the gum I found that one denticle was projecting partly through the bone as though it was in active eruption. The bone was very thin and on removing it I found that the tumour consisted of a number of denticles closely packed together. It was necessary to remove the first premolar in order to be sure that all the denticles were removed. I paid especial attention to the question as to whether there was a capsule present. There appeared to be some soft tissue round the denticles but nothing in the nature of a tissue wall. After removal of the tumour I sutured the gum into its place. The boy made an excellent recovery without any pain and the wound healed by first intention.
De8cription of the Tumour.-The tumour consists of at least 18 denticles, though some of them are 80 minute in size that it is quite conceivable that others were lost at the time of operation. Some of the denticles were embedded in fibrous tissue while others appeared to have an investing membrane, though in no case were any of the denticles adherent to the bone. Sections were made through two of them. In one, enamel, dentine, and cement were all present. The enamel was somewhat granular but the dentine was well-formed. In the other section no trace of cement could be found.
One of the calcified masses was much larger than the others. It consisted of four or five denticles fused together in an irregular fashion. Three others were of considerable size but smaller than the largest mass. Each of them appeared to be a single denticle, though irregular in shape, thus differing from the largest mass which was formed by the fusion of several denticles. Of these three masses, two, as already stated, were used to make sections, whilst the third has unfortunately been lost. Of the remaining denticles some of them had conical crowns with distinct roots, whilst the smallest fragments were minute calcified bodies of about the size of a pin's head. The total number of denticles found was 18 of which 15 have been preserved ( fig. 2) .
A radiograph was taken of the denticles, which showed that in the larger of them there was a root-canal present and distinct indications that they were composed of both enaDael and dentine. Case brought him because of the failure of eruption of the right upper deciduous central incisor. All the other milk teeth were present in normal position. On examining the boy I found a small, rounded, hard swelling present above the gap. The mother had not noticed its existence, so that details as to its duration or whether it had increased in size were lacking. A radiograph was taken which showed that the permanent incisors were present and that lying above the space between the left central and right lateral incisors was a somewhat triangular mass of denticles. The diagnosis of compound composite odontome was clear ( fig. 3 ). The boy was admitted to hospital and a few days later I operated under a general ansesthetic. On reflecting the gum I found the bone very thin and on removing it I found several denticles closely packed together. When these were removed an incisor tooth was exposed which was displaced to the distal side of the middle line. At the time I took this to be a permanent right central incisor, but, as a subsequent radiograph, showed, it was in reality the missing deciduous central incisor. There was a thin capsule partly investing the denticles and continuous with the tooth sac of the incisor. As I was anxious to preserve this tooth I did not attempt to remove its sac. The gum was replaced and sutured. Healing was uneventful. A few weeks ago I saw the boy again. The gum was soundly healed but as the mother stated that he occasionally complained of slight tenderness in the region of the wound I had him radiographed. This showed, rather to my astonishment, that the deciduous central incisor was present and appeared to be in process of eruption. Its pressure had caused the deciduous lateral to swing toward the middle line. There was also another denticle which I had overlooked at the time of the operation, probably because it was concealed by the central incisor.
Description of the Tttmour.-The tumour consists of nine denticles removed, and one still awaiting removal later. Six of the denticles are of fair size measuring about 8 mm. in length. The remaining three are extremely minute. The largest mass consists of a tri-tubercular c-rown with a single stunted root. The other five have a general resemblance to conical teeth. A radiograph showed a suggestion of a pulp-canal in the larger masses. No sections were made of these denticles (fig. 4 ). The patient was a boy of 14, with six supernumerary teeth. Five of them were placed labially to the first upper left premolar which is displaced distally and lingually. One supernumerary tooth is situated between the premolar and canine. The boy stated that he himself had removed four other supernumerary teeth from the same place. This was confirmed by his elder brother. Thus, a total of ten denticles had erupted in the same region. It was not possible to radiograph the jaw so that it is just likely that there may still be other denticles to erupt later. The denticles are well-formed, conical, though diminutive teeth.
This case is parallel with two others of a similar character which have come under my notice. One was that of a young man who attended the Royal Dental Hospital under my care some years ago. I removed a supernumerary tooth from the incisor region. He informed me that some years previously he had attended the hospital ulnder Sir Frank Colyer who had removed others from the same region. The old case-sheet was found, which bore out his statement. Though the data are incomplete there is no doubt it was similar to my case. The otber example is one of three supernumerary teeth which had erupted in place of an upper first molar. The denticles were sent to the Royal Dental Hospital some years ago. No further history was obtainable, and the specimen appears to be, temporarily, I trust, mislaid. No doubt similar examples of multiple supernumeraries in the same region are on record.
Commentary.-Within the limits of a casual communication a full discussion of the points suggested by lthese cases is not feasible. I shall limit myself to a brief consideration of three problems connected with these tumours.
(1) The possibility that some, or all, of the component denticles of a compound composite odontome may undergo eruption does not appear to have been considered. There is no mention of this phase in the evolution of these tumours in the classic monograph by Gabell, James, and Lewin Payne.' Yet I would suggest that it may occur.
When it happens the tumour, as such, disappears and is replaced by the eruption of a crop of denticles which may occur over a prolonged period. Whether eruption of the denticles would occur in every case if the tumour were left alone we cannot say, since, when such a tumour is discovered, it is usually removed.
The possibility of eruption must depend considerably on the position of the odontome and in some cases it is not likely to happen. It is significant that in my first case I found, on operating, that one of the denticles had pierced the bone as though it were attempting to erupt. If such an odontome is seen for the first time in its second phase when eruption of the denticles has occurred, the fact that the denticles may have had a previous existence as a tumour in the jaw, thus coming under the category of the odontomata, may be overlooked, and I believe that it is for this reason that apparently the connexion between the typical compound composite odontome and the cases of multiple supernumerary teeth erupting in the same region, as being two phases of the same condition, has not been realized. Indeed, it may not be straining the argument too finely to suggest that the single supernumerary tooth represents the simplest expression of the composite odontome; that the compound composite odontome is the quantitative evolution and the complex composite odontome the qualitative evolution of the simple supernumerary tooth.
(2) This leads to my second point, namely, that the first case also provides a link between the compound and the complex odontome. The largest mass consisted of several denticles fused together. Indeed the tumour might almost be looked upon as consisting both of a compound and a complex composite odontome. While some complex composite odontomes are amorphous masses, others have been described in which -the denticles are embedded on the surface, suggesting that the difference between the two varieties is one of degree rather than kind and that the compound and complex odontomes, while clinically distinct, are oetiologically closely related.
(3) The first two cases I have described were supernumerary to the normal dentition, both deciduous and permanent. The case recorded by Mr. Harborow and the late Mr. Howard Mummery 2 arose in the same way, for both dentitions erupted normally in the region of the tumour. It is probable that most examples recorded have also originated from the tooth-band independently of the normal teeth-germs.
But I would suggest that the compound composite odontome may also arise as an aberration of either the deciduous or permanent tooth-germ, though I cannot produce unimpeachable evidence for this. In the Revue Belge de Stomatologiel for March, 1928, there is a brief account of a compound composite odontome which arose in place of a deciduous canine. It occurred in a child of seven. It was stated that the absence of the deciduous canine was confirmed radiographically. A possible example of the development of a compound composite odontome at the expense of a permanent tooth is the example I quoted of three supernumeraries which appeared in place of an upper first permanent molar. In the absence of a full history and radiographs I am not prepared to give this case as an example of an odontome arising as an aberration of a permanent tooth-germ. but I would suggest tentatively that such an origin is possible and even probable, though the commonest site of origin is from the toothband independently of the normal tooth-germs. I have for some time been investigating the odontomes with a view to trying to work out their evolution. I have therefore seized on the opportunity presented by these cases to offer some preliminary observations which I hope to amplify at a later date.
1 Raison and Ramorino, " Un cas d'odontome chez un enfant de sept ans," Rev. Beige de Stomizatologie, Mars, 1928 . [February 25, 1929 Fractures of the Mandible in, and Posterior to, the Molar Region. ALTHOUGH there have been no revolutionary changes of late years in the treatment of fractures of the mandible, I feel that a discussion on this subject is needed for the following reasons:
(1) Such fractures are becoming more frequent owing to traffic expansion and development, and to the difficulty often experienced in extracting unerupted wisdom teeth.
(2) Although during the war we learnt a good deal on this subject, it still appears to be a "no man's land " between the territories of the general surgeon and of the dental surgeon, with the result that in many cases necessary treatment is delayed.
(3) It is necessary to emphasize the importance of beginning treatment as early as possible for these cases. Cases often occur in which the patient, having a fracture of the mandible, also suffers from concussion and perhaps an open wound on the face; the medical practitioner or general surgeon will treat the concussion and perhaps administer an ansesthetic in order to stitch up the wound, postponing the obtaining of expert advice on the fracture until a later date. The inevitable result of this procedure is that displacement of the fragment occurs, and the treatment in many cases is thus rendered more difficult and prolonged.
(4) To recall the importance of splinting in acute and subacute infection of the mandible in order to prevent pathological fractures, and, if such fractures do occur, to prevent displacement. (5) To clear up the recent discussion concerning the necessity of splinting fractures in this region. I hope to point out that, although in simple fractures, with little or no displacement, and in many cases of edentulous mandibles, splints may be dispensed with, yet in more difficult cases complete immobilization is essential.
In making this statement I am aware of the teaching of Lucas-Championni6re, which I interpret as not antagonistic to splinting, but as emphasizing the necessity of Drocuring natural function as soon as nnoqihble
